Volume | March 1935 


CHEST 


Published Monthly by the Federation of American Sanatoria 


CONTENTS: 


FOREWORD ... . By C. M. Hendricks, M.D., El Paso, Texas 
FOUR FUNDAMENTAL PRINCIPLES IN THE TREAT- 
MENT OF TUBERCULOSIS ESTABLISHED BY BREHMER 
By F. M. Pottenger, M.D., Monrovia, Calif. 
HISTORY OF THE SANATORIUM MOVEMENT IN 
AMERICA .. . . . By Frank E. Mera, M.D., Santa Fe, N. M. 
THE CLINICAL ASPECT OF EARLY TUBERCULOSIS 
By O. E. Egbert, M.D., F.A.C.P., El Paso, Texas 
LARYNGEAL TUBERCULOSIS 
By H. Beattie Brown, M.D., Saranac Lake, N. Y. 
THE we TREATMENT OF PULMONARY TUBER- 
By Ralpb C. Matson, M.D., F.A.C.P., F.A.C.S., Portland, Ore. 
THE PLACE OF THE SUN IN TREATING TUBERCULOSIS 
By Charles S. Kibler, M.D., and Samuel H. Watson, M.D., Tucson, Ariz. 
COEXISTENCE OF PULMONARY TUBERCULOSIS AND 
HYPERTHYROIDISM AND ITS SIGNIFICANCE 
By Arnold Minnig, M.D., Denver, Colo. 
THE ADVANTAGES OF SANATORIUM. TREATMENT 
By Paul H. Ringer, M.D., Asheville, N. C. 
EDITORIALS, ABSTRACTS, QUERIES AND ANSWERS 


EDITORIAL STAFF: 


C. M. HENDRICKS, M, D.,, EL. PASO, TEXAS — EDITOR-IN-CHIEF 
Brown, M.D.. SARANAC LAKE, N. Y. ARMOLD MINNIG, . . . . DENVER, COLO. 
ORVILLE E. Ecpert, M.D... . . EL PASO, TEXAS Rosert A. Peerns,M.D.. . . . COLFAX, CALIF. 
ALExIUS M. FORSTER, M.D., COLO, SPGS., COLO. Le Roy S. Perers. . ALBUQUERQUE, N. M. 
JOHN N. HAYES, M.D.. . . SARANAC LAKE, WN, Y. F. M. POTTENGER, M.D... . . MONROVIA, CALIF. 
Georce F.Hersen, M.D... . . . LOOMIS, N.Y. VICTOR RANDOLPH, M.D., . . PHOENIX, ARIZ. 
Rosert B.HOMAN. M.D... . . BL PASO, TEXAS PAUL RINGER. M.D.. . . . ASHEVILLE, N. 
Louis MARK, M.D., . . MCCONELLSVILLE,OHIO GEORGE T. PALMER, M.D... . SPRINGFIELD, ILL. 
RALPH C. MATSON. M.D., . PORTLAND, OREGON SAMUEL H. WATSON, M.D... . . TUCSON, ARIZ. 


HAROLD KAUFMAN PRICE 25 CENTS MURRAY KORNFELD 


BUSINESS MANAGER YEARLY SUBSCRIPTION $2.00 MANAGING EDITOR 


ee 


Albuquerque Civic Council 


Albuquerque offers its balanced year-round climate 
as an addition to the armamentarium of the physi- 
cian with cases of tuberculosis, bronchitis, wet sin- 
usitis and arthritis which do not respond satisfac- 
torily to treatment elsewhere. This climate is 
marked by several unusual factors; constant year- 
round sunshine near the maximum for any point 
in the United States, low humidity, scant rainfall 
and almost total absence of fogs; large daily tem- 
perature range (often as much as 40 degrees), mild 
winters and cool summers because of the combi- 
nation of southerly latitude and mile-high altitude. 
Albuquerque’s facilities for the accommodation of 
the healthseeker are excellent and Albuquerque 
offers a welcome and understanding which is 
unique. We will gladly send illustrated booklets 
and additional information. 


Albuquerque, New Mexico 
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ALBUQUERQUE CIVIC COUNCIL — 
1670 Sunshine Bldg., Albuquerque, New Mexico 


Gentlemen: Please send your free booklet to: 


Address 
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ITH this issue, DIs- 
EASES OF THE CHEST 
makes its bow to the med- 
ical profession of America. 
Inasmuch as there is no 
journal of large circula- 
tion among the general 
practitioners devoted to this subject, the 
publishers believe that DISEASES OF THE 
CHEST will fill a long-felt want, and it is 
their sincere hope that this journal will 
take its place as a leading factor in the 
fight against tuberculosis. 
For it is indeed a fight—and will con- 
tinue to be a fight so long as tuberculosis 
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Foreword 


C. M. HENpricks, M. D. 
El Paso, Texas 
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added blow of constant 
worry over the utter 
hopelessness of their 
plight, complete a sorry 
state of affairs. It is rea- 
sonable to presume that 
because of these predis- 
posing causes, that the death rate from tu- 
berculosis will increase. The vast number 
of un-employable persons, the increasing 
numbers on relief rolls mean that thou- 
sands and thousands are being brought 
closer each day to the possibility of break- 
ing down with tuberculosis. Certainly, 
the problem is most grave. 


continues to be the leading 
cause of death among 

adults. While great strides 
~ have been made in the edu- 
cation of the public and in 
the various phases of pre- 
vention as well as in the 
treatment: of tuberculosis, 


there still remains much to 


be done. 

In the opinion of the 
Federation of American 
Sanatoria, which includes 
most of those pioneers in 
the study and treatment of 
tuberculosis, this burden 
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To meet the problems that 
the general practitioner finds 
in dealing with his tubercu- 
lous patients and those that 
confront him in the early di- 
agnosis and treatment of 
these cases, the Federation 
of American Sanatoria hopes 
that this journal will be of 
material aid. The technical 
articles presented within its 
pages are contributed by men 
who have devoted their lives 
to the study of the disease. 


To meet the problems that 
the general practitioner 
finds in dealing with his tu- 
berculous patients and those 
that confront him in the 
early diagnosis and treat- 
ment of these cases, the 
Federation of American 
Sanatoria hopes that this 
journal will be of material 
aid. The technical articles 
presented within its pages 
are contributed by men who 
have devoted their lives to 
the study of the disease. 

These articles will dis- 


will not be lightened with- 
in the next few years, be- 
cause during the times of 
the depression those three great friends 
of the disease—worry, meager diet and 
poor housing conditions—have been active. 

Years of investigation have shown that 
poor housing is the leading factor in in- 
creasing the incidence of tuberculosis. 
Crowding, by doubling up of families in 
small, poorly-heated and poorly-ventilated 
apartments, brings each individual in 
closer contact with open cases of tuber- 
culosis which may be present in the 
family or in the neighborhood. Relatively 
few open cases are being segregated at 
this time because of the lack of available 
beds in state, municipal and charitable 
institutions. 

Constant exposure, plus undernourish- 
ment because of an economically restricted 
diet over a long period of time, with the 
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cuss every phase of the 
tuberculosis problem; the 
Federation of American 
Sanatoria members doing all that they can 
through this journal to bring down to 
date the progress already made, together 
with an analysis of this progress. New 
developments will be studied; educational, 
preventive and therapeutic phases of the 
work will be presented. 

Timely subjects which will be discussed 
through the pages of this journal will in- 
clude: Early diagnosis; management of 
complications; childhood tuberculosis, and 
in fact every phase of the subject. Years 
of experience with the tuberculosis prob- 
lem will be represented in the discussions 
in this journal, and it is the hope of the 
Federation of American Sanatoria that 
DISEASES OF THE CHEST will prove help- 
ful to any physician in dealing with this 
important problem. 
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GRADUATE NURSES 
IN CONSTANT ATTENDANCE 


RESIDENT PHYSICIANS 


: 


Me 


At. 


1901 GRANDVIEW AVENUE 
i EL PASO, TEXAS | 
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The Sisters of St. Joseph’s 
congratulate the Federation 
of American Sanatoria upon 
the appearance of its official 
publication Drseases of the 
Chest. They feel sure that the | 
publication will fill a need 
in the field of tuberculosis. 


O. E. EGBERT, M. D. 
Physician in Chief 


When writing please mention DISEASES OF THE CHEST 
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Editorial Comment 


ONE OF the most impor- 
tant things in the solution 
of the tuberculosis problem 
will be solved when the 
Medical Profession realizes that the dis- 
ease may be diagnosed early and the 
people learn that it is to their advantage 
to see that every case of tuberculosis may 
be cured-and cured as promptly as pos- 
sible. The development of tuberculosis as 
a speciality in medicine has led many to 
suppose that only the highly specialized 
physician can diagnose the disease early. 
By early, we do not mean the early days 
of active manifestation, but the time 
when the symptoms are indefinite and 
may be the result of a variety of causes. 
This is a mistake. With no desire to mini- 
mize the difficulties met with in diag- 
nosing tuberculosis in any of the stages 
prior to its most frank manifestations, 
we insist upon it that the procedure is 
comparatively simple in the vast majority 
of cases. It is true that much must be 
taken for granted, but it is better to play 
safe and keep the disease constantly in 
mind. 

Pulmonary tuberculosis is still by far 
the most frequent chronic pulmonary dis- 
ease and by keeping the disease constant- 
ly in mind when symptoms may not be 
accounted for readily and specifically, the 
routine tuberculosis regime should be in- 
stituted and maintained for a sufficient 
time to arrive at an accurate diagnosis. 
If the attending physician is not given 
the opportunity to make the necessary in- 
vestigations, the patient should then be 
referred to the specialist. Cc. M. H. 


Solving the 
Tuberculosis 
Problem 


CHEST 


(A MONTHLY PUBLICATION) 


“The most important factor in diagnosis in 
the majority of cases of pulmonary tu- 
berculosis is keeping the disease in mind.” 

Lawrason Brown, M. D. 


THERE IS a very gener- 
ally accepted axiom 
among students of child- 
hood tuberculosis to the effect that, if a 
child is exposed to an individual having 
an open lesion of tuberculosis a sufficient- 
ly long period of time, he will become in- 
fected with tubercle bacilli. 


In studying the relationship of exposure 
to infection in two thousand children ex- 
amined at the Lymanhurst school (Min- 
neapolis), Magiera divided the cases into 
the following groups: (a) definite history 
of exposure, (b) questionable or unsatis- 
factory history of exposure, and (c) no 
history of exposure. Among these 761 
gave histories of intimate contact with 
definitely tuberculous patients. Of this 
number 435 presented positive reactions 
to the Pirquet test. 


These facts serve to impress the im- 
portance of segregating patients with 
open lesions as a preventive measure. 

When a sufficient number of beds in 
sanatoria are provided to accommodate all 
patients having open lesions, and these 
patients are required by public health re- 
gulations to enter some good sanatorium, 
the greatest possible step will have been 
taken toward eradication of tuberculosis 
in that the most formidable source of in- 
fection will have been controlled. R. B. H. 


Segregate 
the Open Case 


THE DEPRESSION has 
brought to the physi- 
cian perplexing tuber- 
culosis problems, both professional and 
economic. 


The Depression 
and Tuberculosis 
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Poor nourishment, close housing, ex- 
posure from lack of heat and clothing and 
mental worry have been conducive to ini- 
tial breakdowns and reactivations of tu- 
berculosis. Lack of funds for hospitaliza- 
tion is responsible for increased number 
of contacts with open tuberculosis and, 
worse still, prolongs the contact. 

We are, therefore, on a sharp rise in 
the incidence of tuberculosis which has 
already gathered enough momentum to 
carry the incidence upward for at least 
another two years regardless of whether 
or not conditions soon improve. 

We are, naturally, hopeful that economic 
conditions will improve to where these 
cases may avail themselves of hospitaliza- 
tion and intensive treatment early. How- 
ever, to expect this is too optimistic. Some 
sort of cooperative plan must be worked 
out between the physician in the field and 
the sanatorium hospitalizing tuberculosis. 
The institution must lower its rates being 
satisfied with maintenance levels only, 
trying to make possible at least a short 
period of hospitalization for the patient. 
Treatment and institutional training must 
be prosecuted intensively in an effort to 
shorten the period of hospitalization and 
return the patient to his physician at the 
earliest possible date for completion. 

There will still remain an appalling re- 
sidue of indigent cases of tuberculosis. 
The burden of hospitalizing them must 
fall on the Relief Administration, the 
State, County and Municipality. 

The policies of many of these institu- 
tions are obsolete and many of these ob- 
solete policies are defined by law. Twenty- 
five years ago only early tuberculosis 
could be treated successfully. As a conse- 
quence the public-owned institution of 
that generation would receive only early 
tuberculosis. Only too many public-owned 
institutions still retain that policy. 

“The greatest good to the greatest num- 
ber” must always be the governing policy 
of the state-owned institution. Open tu- 
berculosis ONLY treated at 
public expense. Intensive modern hospi- 
talization is most effective on the exuda- 
tive, positive sputum cases. Modern treat- 
ment can close open tuberculosis. That 


should be 
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is the greatest good to be done the patient. 
But the greatest good to the greatest num- 
ber is, first in isolating this open case 
from possible contacts, closing his case 
and returning him to his normal contacts 
no longer a menace to society. 0.E. E. 


Death-Rate WE HEAR a great deal 
Cycle about the reduction in the 


death-rate in tuberculosis, 
and naturally lay a great deal of claim 
to our efforts during the past twenty years 
in education, prevention, and treatment. It 
is surprising, however, that the death 
rates from tuberculosis in states which 
have done little or nothing toward the 
control of this disease have decreased as 
much, and in some states more, than in 
those states where a great deal is being 
done. 

There is a theory and explanation of 
this fact that tuberculosis may occur in 
epidemics and that it takes about two 
hundred years for an epidemic to reach 
its high point and subside and that we 
are in the midst of the subsidence now. 

C. M. H. 


Fascism and FASCISM HAS engaged in 
a regular campaign to drive 
tuberculosis out of Italy. 
Its chief weapon will be an obligatory 
insurance system now enforced for em- 
ployees, workmen, and servants of all cate- 
gories. Over twenty million persons are 
insured against tuberculosis and the Ital- 
ian Government has recently announced 
that they will have twenty thousand beds 
in sixty sanatoria available in the next 
two years. Fascist organization boasts that 
nothing so ambitious has been attempted 
in any other country. However, in 1904 
there were forty sanatoria in the United 
States with approximately two thousand 
beds, while today there are more than 
sixty thousand beds available in almost 
seven hundred sanatoria. C. M. H. 


Tuberculosis 


Statistics now show that 
less than ten per-cent of 
deaths from tuberculosis 


Results of 
Pasteurization 


in children are due to the bovine type; 
deaths from the same cause in adults are 
negligible. 


19. 
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Four Fundamental Principles in the 
Treatment of Tuberculosis Established by Brehmer 


WHEN BREH established 
the first permanent sana- 
torium for the treatment of 
tuberculosis at Goerbersdorf, 
in 1859, he did much more than establish 
an institution—he laid the foundation for 
the successful treatment of a _ disease 
which during all previous ages had been 
considered hopeless. Although some of the 
principles which he thought were im- 
portant have not endured, the fundamental 
fact that tuberculosis can be treated suc- 
cessfully under controlled conditions with 
a well-directed plan was for all time es- 
tablished. 

It is well for physicians who are inter- 
ested in the treatment of tuberculosis, 
more especially those who are connected 
with sanatoria, to satisfy themselves as to 
why the institutionalizing of tuberculous 
patients made their cure possible; for 
upon the proper understanding of the 
principles involved rests the superstruc- 
ture of sanatorium treatment. 

I would designate the following as the 
outstanding principles of therapy estab- 
lished by Brehmer: 

1. The isolation of the patient. 


2. The control of the patient under 
continuous medical supervision. 


» 


3. The substitution of hygienic for un- 
hygienic living conditions. 

4. The substitution of a definite thera- 
peutic technic for the hitherto haphazard 
methods. 

1 


The removing of the patient from his 
accustomed environment—domestic, social 
and business—and protecting him from 
the cares incident thereto, is one of 
the fundamental advantages of the sana- 
torium. In discussions on benefits of 
Sanatorium treatment it is rarely empha- 
sized as it should be, but rather taken for 
granted. It should receive special empha- 
sis, however, because upon it the cure of 
the patient often depends. The confusion 
and cares which accompany the normal 


BY activities of life call upon the 
F. M. PoTTENGER, M. D. 


Monrovia, Caltfornia 


patient suffering from tuber- 
culosis for far more strength 
and energy than he can safely 
expend while fighting his infection. It 
is difficult for him to live with the well 
without being one of them. In many in- 
stances the extent to which the patient is 
shielded from the wsual cares of life de- 
termines the result obtained. The patient 
is best protected from such injurious in- 
fluences by being removed from the en- 
vironment in which they are found. 


2 


Another great contribution of the sana- 
torium is the control of the patient. No 
one conversant with the treatment of 
tuberculosis can fail to appreciate what 
this means. Tuberculosis being a chronic 
illness which goes through alternate phases 
,of activity and quiescence, in which the 
patient’s life is now in great danger and 
again in less, calls for continuous control 
of the individual’s activities and requires 
changes in program to meet the condition 
present at the time. 

By close association of patient and phy- 
sician, such as occurs in a sanatorium, the 
physician learns to know not only the 
nature of the patient’s disease but also his 
peculiarities of personality, and the in- 
dividual factors in his constitution which 
make for success or failure in treatment, 
and therefore knows how rigid the control 
must be to attain the result desired. 

One can not overestimate the value that 
comes to a patient from the close supervi- 
sion of a knowing, sympathetic physician, 
who is ever at hand with his advice and 
counsel. It shifts the burden from the 
patient and his friends who are rarely 
sufficiently trained to assume the respon- 
sibility to one who is trained for the task 
assumed. 

3 


When Brehmer established his insti- 
tution there were few hygienic homes; 
in fact, modern hygiene and sanitation had 
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not yet been develuped. People were still 
living in homes ill-suited to human habita- 
tion, as we understand its demands today. 

The taking of patients from the usual 
environment afforded by life in a large 
city and transporting them to a healthful 
country district and housing them in 
large, airy, well-ventilated buildings which 
offered greatly improved living conditions, 
and instructing them to live on the highest 
hygienic plane then known, established a 
standard which has ever since been ac- 
cepted as fundamental to any regimen de- 
signed for treating tuberculosis. 


4 


Every one recognizes the importance 
of technic in surgery, but we hear in- 
sufficient talk of it in connection with 
the medical aspects of disease, yet a tech- 
nic lies at the basis of success in treatment 
of all diseases. It is especially apparent in 
such types of illness as tuberculosis, dia- 
betes, diseases of the heart and kidney. 
Outstanding men in medicine may differ 
in the measures which they employ, but 
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every one either adopts or devises a tech- 
nic to which much of his success is due. 

Brehmer, in devising a program for his 
sanatorium, eliminated haphazard meth- 
ods and established a definite regimen in 
their stead. While the program has been 
modified from time to time, as greater 
knowledge and experience have been 
gained, progress has always been in the 
way of making the regimen more definite 
and the technic more exact. 

While the transmissibility of tubercu- 
losis, the discovery of the bacillus, the 
tuberculin test, the X-ray, many improve- 
ments in methods of diagnosis, and the 
elaboration of therapeutic measures such 
as the proper application of rest and ex- 
ercise, dietetic programs, a better ap- 
preciation of the open-air life, the thera- 
peutic use of tuberculin, various applica- 
tions of chemotherapy, and methods of 
relaxing and compressing the diseased tis- 
sue have all been elaborated since Breh- 
mer established the first sanatorium, yet 
the four cardinal principles first applied 
by him are still a fundamental part of 
every therapeutic regimen. 


History of the Sanatorium 


Movement in America 


IT HAS probably been the 
dream of most physicians, 
who have had to be under 
treatment for tuberculosis, to 
control a place where ideas, formulated 
during hours of contemplation, could be 
carried out. It-~was undoubtedly for some 
such reason that Brehmer first started his 
sanatorium in Silesia and became the orig- 
inator of the modern sanatorium treat- 
ment of tuberculosis, though others had 
made the attempt before. He wished an 
institution were he could not only treat his 
patients with rest, but also by certain ex- 
ercises, as he had the idea all tuberculous 
patients had small undeveloped hearts. 

Dettweiler, a patient of Brehmer, dif- 
fered with him about exercise for the 
heart, and built a sanatorium at Falken- 
stein where he could put into practice his 


~ 


FRANK E, MERA, M. D. 
Santa Fe, N. M. 


idea of absolute rest. Dr. Wal- 
ter, another patient, built his 
sanatorium in the Black For- 
est and it became well known 
in England with its treatment by rest, ex- 
cessive nourishment, etc. 

The sanatorium idea was well establish- 
ed in Germany when Trudeau first read 
of it in 1882. Trudeau had had the ex- 
perience of caring for his brother until he 
died of an acute case of tuberculosis. For 
several months he was confined in a room 
with his brother, the windows of which 
were never opened, by the orders of his 
physician. It made a deep impression on 
him when he also had contracted tubercu- 
losis and had spent some time in the 
Adirondacks in the open air with much 
benefit. He had gone to the mountains, 
not because of the therapeutic effect, but 
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because he enjoyed the kind of life he 
could live there. Realizing the improve- 
ment, he was in a receptive mood to be 
influenced by the sanatorium idea. 

Dr. Alfred Loomis, noticing a marked 
improvement in Trudeau’s condition after 
a winter in the Adirondacks, started send- 
ing patients to Saranac Lake to try the 
effect of the winter climate. The lack of 
places to house these patients, especially 
those of very moderate means, decided 
Trudeau to build a few cottages. In his 
biography he says, “I was also much 
impressed at that time with the difficulty 
of obtaining suitable accommodations in 
the Adirondacks for patients of moderate 
means. The rich and well-to-do could hire 
one of the few guides cottages in Saranac 
Lake or pay them well for taking them to 
board, but there was absolutely no place 
for working men and women who came 
here with short purses. It therefore oc- 
curred to me that a good piece of work 
could be done in helping these invalids, for 
whom my sympathy, ever since my broth- 
er’s death, had always been keen, by build- 
ing a few small cottages where they could 
be taken at a little less than cost and 
where the sanatorium method could be 
tried.” 

Dr. Trudeau was able to establish his 
Adirondack Cottage Sanatorium in 1884 
through donations from friends. So the 
beginnings of the sanatorium movement in 
the United States started because of the 
need of a place where patients could get 
room and board, rather than a place where 
treatment could be given. 

This was also true in the Rocky Moun- 
tain region which had been known as a 
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resort for the tuberculous since the days 
of the trappers a hundred years ago. 
Wagon trains going west for trading or 
taking settlers looking for lands or gold, 
would frequently take along one or more 
“consumptives” too ill to sit up, and, if we 
believe all the stories that were told, they 
always recovered. It was not strange 
therefore that many patients flocked to 
the west as soon as railroads were built, 
and the problem of taking care of them 
arose. The Catholic hospitals established 
in various places in the west took care of 
some of these and other church organiza- 
tions built homes for this purpose. 

It was not long, however, before the 
sanatorium idea as developed at the Adi- 
rondack Cottage Sanatorium by Dr. Tru- 
deau and his associates began to influence 
the treatment of tuberculosis. The sana- 
torium became a place for treatment as 
its main objective rather than a place for 
segregation or just housing the tubercu- 
lous. Then the need became apparent for 
sanatoria in favored locations where pa- 
tients could receive very specialized and 
individual care, and the private sanato- 
rium came into being. These not only gave 
more efficient care and added refinements 
and comforts than were possible in large 
public institutions, but were individual in 
that each usually reflected the ideas of one 
man, the medical head. The private sana- 
torium has been one of the most important 
factors in the campaign against tubercu- 
losis, in not only developing the treatment, 
but in giving patients surroundings where 
they could pursue a long period of treat- 
ment in a congenial atmosphere. 


“TUBERCULOSIS,” by Dr. Fred G. Holmes 
(D. Appleton Century Co.) 


The book “Tuberculosis” written by Dr. 
Fred G. Holmes is a most cleverly con- 
ceived and written manual for the patient, 
or for anyone that may be concerned about 
tuberculosis. 

Dr. Holmes very courteously receives 
the patient in his office, examines him 
physically, then carries him thru the clin- 


ical laboratory and x-ray. He then sits 
down with his patient in his consultation- 
room and advises him as to his treatment, 
whether at home or in a sanatorium. La- 
ter, the doctor visits the bedside of his 
patient, and carries him thru the various 
phases of rest, hygiene, diet, and finally 
thru the “reconstruction period” back to 
normal. 

The book will be invaluable both to the 
physician and his patient. C.M.H. | 
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The Clinical Aspect of 


Early Tuberculosis 


CLINICAL TUBERCULOSIS is 
usually described and thought 
of a disease running a quiet, 
sedentary, extremely chronic 
course. The onset of this disease is usually 
thought of as being characteristic of the 
low-grade type of infection, with such 
symptoms as loss of weight, malaise and a 
slight elevation of temperature. For twen- 
ty-five years teachers have urged with 
great zeal, the necessity of clinicians re- 
cognizing these low grade symptoms of tu- 
berculosis, together with the mild changes 
that occur in the physical findings, and 
have held that recognition of this syn- 
drome constituted an early diagnosis of 
pulmonary tuberculosis. As a result of this 
teaching, by and large, the average physi- 
cian is quite adept at picking up early 
symptoms and physical findings. Particu- 
larly has this been true following the spe- 
cial instruction given a great number of 
physicians during the War period. In spite 
of the victory, we are chagrined to find 
that we are not sufficiently affecting the 
incidence of this disease. We are still more 
chagrined to note that when cases in this 
particular stage are found we are too fre- 
quently unable, in spite of proper manage- 
ment, to interrupt the cycle until the dis- 
ease has progressed to the exudative and 
ulcerative stages. 

This failure to meet the tuberculosis 
problem has been laid at the feet of gener- 
al practioners of medicine. In my opin- 
ion, they have now cast the gauntlet back 
at the feet of the students of tuberculosis, 
and on the defensive, phthisiologists must 
offer to the profession some different so- 
lution of the problem. 

We do not have to go beyond the realm 
of our present-day knowledge of the 
pathology of pulmonary tuberculosis, to 
construct an obvious clinical picture that 
antedates the low-grade stage of the dis- 
ease that we have heretofore called “early 
tuberculosis.” 
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In the beginning I would 
like to qualify clinical tuber- 
culosis as the chronic pulmo- 
nary tuberculosis usually seen 
in adults. Opie states that active pulmon- 
ary tuberculosis (phthisis) is always ac- 
companied by evidence of a preceding fu- 
berculosis infection. We rule out, therefore 
all the primary infections, such as acute 
miliary infection, and those primary infec- 
tions that yield the lymph node iuberculo- 
sis of childhood. 

Wherever tubercle bacilli are deposited 
in the body of an individual who has not 
previously been host to this infection, 
they produce swelling and distortion of 
the cells in their immediate vicinity. Be- 
tween these swollen cells will creep the 
epithelioid cells from capillary walls, 
working and wedging themselves in to- 
wards the focus, resulting in the form- 
ation of the giant cell, and surrounding 
this field of epithelioid infiltration there 
are usually numerous lymphocytes. It is 
irrelevant here to carry the _ tubercle 
through its complete cycle. If the amount 
of infection is overwhelming, the invasion 
will progress, apparently uninterrupted, 
until the entire organ is involved. 

We will pass to consideration of the 
case in which the tuberculous focus de- 
velops secondarily to a primary infection. 
When tubercle bacilli are introduced into 
an individual who has already had a pri- 
mary infection, the reaction is profound. 
Krause believes that even their mobiliza- 
tion is greatly inhibited, as they migrate 
to one part of the body or another, wheth- 
er by blood or lymph stream, or by migra- 
ting between the cells. Quite certainly 
when the bacilli become focalized, there is 
a profound reaction. There seems to be 
greater distortion of the cells about the 
focus, a greater increase in the number 
of epithelioid cells, of monocytes, and 
especially of lymphocytes. The inflamma- 
tory process becomes so profound that it 
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frequently results in consolidation. As the 
tubercles mature the area of inflammation 
beyond them becomes greatly increased, 
and in the instance of the lung, this in- 
flammatory process and consolidation is 
a true localized pneumonitis. 

I am not speaking of caseous pneu- 
monia, but rather the pneumonic process 
that long precedes the caseation stage, and 
I would further emphasize the occurrence 
of the consolidation beyond the actual tu- 
bercles themselves. Calmette says, “until 
the last few years it was accepted that in 
all forms of tuberculosis . . . the presence 
of tubercles was essential and character- 
istic.” Leon Bernard proved the existence 
of the inflammatory reactions without tu- 
bercles, which are capable of being pro- 
duced through tubercle bacillus infection. 
“The composite anatomical picture found 
in a tuberculous lung,” says Renon, “cor- 
responds to the aggregate of the succes- 
sive pneumonic extensions which make up 
the clinical history of every pulmonary 
tuberculosis. To these pneumonic lesions 
tubercle formation may or may not add 
itself here and there, but the essential 
element of the lesion is always the pneu- 
monia.” That this conception is obviously 
the only one which enables us to under- 
stand why the tuberculous infection mani- 
fests itself at times by small localized foci 
of inflammation, which tends to fibrous 
transformation and again by foci of severe 
infection, resulting promptly in cell ne- 
crosis and afterwards in the formation of 
true tubercle.’ Morlock in speaking of 
early phthisis says “that this initial in- 
filtration is represented by a small area of 
broncho-pneumonia, surrounded by peri- 
focal inflammations. The initial infiltra- 
tion spread by small aspiration broncho- 
pneumonie areas that form around the 
the initial lession.”’ 

This inhibiting inflammatory reaction, 
creating areas of broncho-penumonia be- 
yond the tubercle themselves, and occur- 
ring in those individuals previously infec- 
ted with the tubercle bacillus, is regarded 
by many as allergic in character. 

In a_ personal communication, Allen 
Krause says, “In fact, as I grow older I 
find myself saying more and more that, 


if the truth were known, it is likely that 
every case of pulmonary tuberculosis that 
comes to clinical appreciation does so be- 
cause of allergic manifestation.” 

In comparing the tuberculous patho- 
logical processes existing in experimental 
rabbits and human beings, Medlar and 
Sasano believe that the chief reason for 
the difference is that the human being has 
had some previous contact with tubercle 
bacilli and thereby has developed reac- 
tion to infection, whereas the rabbits ex- 
perience their first contact with the tu- 
bercle bacillus on the day they are in- 
oculated. Krause states, “That vigor and 
great speed marked the reaction of the 
infected, therefore the allergic and im- 
munized. Moreover the allergic reaction 
is inflammatory, while that of the non- 
tuberculous animal to the first infection is 
primarily proliferative. We believe, there- 
fore, that'the specific tuberculo-immunity 
occurs through a fixation of germs that 
result from the operation of the allergy 
reaction. An almost immediate inflamma- 
tory outpouring hems in the bacilli more 
or less effectively, and thus delays or pre- 
vents their spread which is so facile and 
rapid in the non-tuberculous, non-allergic 
animal.” 

Allergy in the tuberculous is a big and 
dangerous subject and there are many un- 
settled theories regarding it. As to wheth- 
er or not allergy and immunity are syno- 
nymous, as to whether or not tuberculin 
sensitivity measures immunity or only al- 
lergic sensivity, are unsettled and de- 
batable issues. But since in this par- 
ticular discussion we are not interesting 
ourselves in the fate of the individual, but 
rather in the diagnosis of early clinical 
tuberculosis, we can avoid the debatable 
ground limiting the consideration to the 
marked inflammatory process that exists 
in and about the tuberculosis focus of the 
secondarily infected individual. 

Against this theory of allergy there are 
those who believe that this inflammatory 
process is a secondary non-tuberculous in- 
fection. In the very recent publication of 
Metzler and Sasano, they point out that 
cavitation in human pulmonary tubercu- 
losis is very commonly ascribed to a se- 
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condary infection of a tuberculous lesion 
with pus-producing bacteria, such as the 
pneumococcus or the streptococcus. 

“We have used the term tuberculous ab- 
scess frequently. These lesions are typical 
abscesses, composed almost wholly of neu- 
trophiles. They are pure tuberculous le- 
sions in animals never before infected with 
tubercle bacilli. We have seen that these 
abscesses can rupture just the same as 
any non-tuberculous abscesses can rup- 
ture. This typical pus can be produced 
as a reaction to pure tubercle bacillus in- 
fection. I can see no logical reason for 
attributing cavity formation, or even ab- 
scess formation, to secondarily invading 
pus-producing bacteria.” 

From this pathological review, I hope 
that it will be agreed that secondary in- 
fection of tuberculosis, which I have term- 
ed clinical tuberculosis, when focalized in 
the lung produces an immediate and vio- 
lent reaction, characterized by inflamma- 
tion and consolidation, a true area of 
pneumonia, usually spoken of as broncho- 
pneumonia. 

Let us turn now to the clinical manifes- 
tations that such pathologic condition 
would create. A rapidly developing area 
of inflammation and consolidation in the 
lung should produce a rise of temperature, 
possibly ushered in with a chill. There 
should be a reflex cough present, and in 
the instance of the lesion lying close to 
the pleura, it would possibly be accom- 
panied by pleuritic pain. Such a lesion 
should yield the altered breath sounds and 
rales incident to the exudate present in 
the alveoli. Such a clinical picture might 
be diagnosed as broncho-pneumonia, in- 
fluenza or pleurisy, and, practically speak- 
ing, it is so diagnosed. It is quite obvious 
that such a diagnosis might be correct, but 
that it might also constitute only half of 
a diagnosis, or in the instance of influenza 
an incorrect diagnosis. Unfortunately, it 
is the etiological half of the diagnosis that 
has not been clarified, when such pro- 
cesses are called broncho-pneumonia or 
pleurisy. 

The British author Morlock, in speak- 
ing of early phthisis, says, “The clinical 
aspect is that of a short acute febrile at- 
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tack with indefinite symptoms. It is fre- 
quently diagnosed as influenza.”’ Many of 
these acute illnesses are diagnosed as pleu- 
risy. Calmette says “that about the iso- 
lated areas of pneumonia the lung is more 
or less congested, infiltrated and emphy- 
sematous. These changes find their way 
to the overlying pleura. The lung tissue 
underlying the pleural lesion is found con- 
gested, infiltrated with fibrin and leuko- 
cytes and at times consolidated.” When 
these broncho-pneumonic areas are due to 
tuberculous infection, their tendency to- 
wards subacute or chronic conditions pro- 
longs the inflammatory process existing 
on the pleura, producing the inevitable 
exudate we know as an effusion. Most of 
us today regard a sero-fibrinous effusion 
as pathognomonic of tuberculosis until 
proved otherwise. 

When we consider that the mother le- 
sion producing the sero-fibrinous: pleurisy 
is broncho-pneumonia, and that it is due to 
tubercle bacilli, it should be sufficiently 
impressive for us to conclude that the etio- 
logical factor capable of producing any 
broncho-pneumonia, is the tubercle bacil- 
lus. 

Following the clinical course of the pa- 
tient who has had a tuberculous broncho- 
pneumonia, we find that in due time the 
inflammatory process subsides and with it 
the symptoms, including the fever. The 
patient apparently returns to normal. Lan- 
douzy says, “Usually, however, the conva- 
lescence is not genuine, the patient does 
not regain his normal spirit; the keen ap- 
petite of the convalescent fails to appear 
and the loss of weight is not regained. 
After a few weeks or months there ap- 
pears abruptly or stealthily the signs of a 
localization of the tuberculosis, most fre- 
quently pulmonary or pleural.” The pa- 
tient will complain of malaise, a brassy, 
irritating cough, low grade temperature 
and night sweats. He may even go even- 
tually symptom-free or at least he may 
be in sufficient state of well-being that 
he will ignore the indefinite symptoms 
until within the matter of a few weeks 
he again has the “flu,” and it is possible 
that within a few weeks following the 
second attack of “flu,” he will give the 
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symptoms usually described as symptoms 
of “early tuberculosis.” 

If every case of broncho-pneumonia were 
managed as though the etiological factor 
producing the process were the tubercle 
bacillus, we would make frequent roent- 
genograms and find that the area of in- 
flammation does not completely subside, as 
it apparently does when the etiological fac- 
tor is the pneumococcus or the Pfeiffer 
bacillus. There would persist on the plate 
a small, but at the same time, definite 
shadow, that from week to week would 
not clear. If we would follow this to the 
next acute exacerbation, we would find 
a larger area of inflammation. With this 
second acute process subsiding into a 
chronic one, we would find the persisting 
shadow possibly larger and denser. After 
some of these acute processes, we would 
eventually find a degeneration into the 
soft exudative lesion that would yield 
sputum positive to tubercle bacilli exami- 
nation. 

I would emphasize that chrv..ic pulmo- 
nary tuberculosis is a disease with an 
actte onset and prone to acute exacerba- 
tions, with periods in between when it 
xuns a quiet, sedentary, low-grade course. 
The acute onset and the subsequent ex- 
acerbations are only too frequently diag- 
nosed as other infections, at least from 
the etiological viewpoint. Should we de- 
scribe chis disease graphically, it would 
be a series of sharp peaks with low wide 
valleys in between. The clinical onset would 
not be in the low valley of the graph, but 
would start with a short peak indicative 
of an acute onset. A truly early diagnosis 
of clinical tuberculosis is not made when 
the disease is at the low-grade stage. And, 
in my opinion, because we have been call- 
ing this stage early tuberculosis, we are 
meeting failure in arresting the onslaught 
in the many cases not discovered until 
this particular stage. 

I think we should urge the clinicians to 
go to the bedside in this acute pulmonary 
case, ever with the consciousness that the 
acute pulmonary lesion may have as its 
etiological factor the tubercle bacillus. If 
the patient in such case is not discharged 
with the subsidence of the acute symp- 
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toms, but is retained under observation, 
possibly at rest, for a longer period of 
time and, most important of all, watched 
with frequent roentgenograms, ever with 
the feeling that this might be a truly 
early case of pulmonary tuberculosis, I 
would prophesy the complete control, be- 
fore many years, of this most formidable 
of all infections. I would hold as defense 
of this prophesy the results had in the 
management of cases of sero-fibrinous 
pleurisy as though they were of tuber- 
culous origin. Whether or not the fluid 
was aspirated is beside the point, but if 
the patient was kept in bed for three 
months, at rest, until the effusion had dis- 
appeared, and until x-ray evidence had 
cleared, arbitrarily it may be said that 
case did not progress to one of advanced 
ulcerative tuberculosis. If such manage- 
ment of cases of tuberculous broncho- 
pneumonia lying close to the pleura, re- 
sults in cure, such management of tuber- 
culous pneumonia more remote from the 
pleura should also result in cure. 


The High Cost THE NATIONAL Tuber- 

of culosis Association has 

Tuberculosis recently made public the 
following figures. 

It is estimated that there are about one 
and one-half million people in the United 
States today who have tuberculosis. The 
importance of early diagnosis and treat- 
ment from the financial standpoint alone 
is shown by the following figures. 

When diagnosed within six months of 
the appearance of the first symptom, the 
cost of illness for each patient is twenty 
seven hundred and fifty dollars. If the 
diagnosis is not made between the sixth 
and twelfth month after the first symp- 
tom, the cost rises to thirty one hundred 
and twenty five dollars. When more than 
one year elapses between the first symp- 
tom and diagnosis the cost rises to thirty 


nine hundred and fifty dollars. Cc. M. H. 
Tuberculin THE TUBERCULIN test has 
Test been used in millions of 


cases thruout the world with 
no untoward results when the proper dilu- 
tions of tuberculin are applied.’ 
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Laryngeal Tuberculosis 


LARYNGEAL TUBERCULOSIS 
is the most serious and in 
many cases the most dis- 
tressing complication of pul- 
monary tuberculosis, with the exception 
of tuberculosis of the pharynx and mouth, 
and is generally conceded to be a lesion 
secondary to the lung invasion. There 
have been a few cases reported as of pri- 
mary origin, but the number has been so 
few and the authenticity surrounded by so 
much doubt that they may be considered 
negligible. The frequency of its occur- 
rence is not absolutely established and the 
estimates of different laryngologists dif- 
fer quite widely. Thus Heinze of Leipzig 
found the larynx involved in only 5% 
while Osler placed the figure at from 18 
to 20%. 

In an analysis of 3000 cases of patients 
suffering with pulmonary tuberculosis, I 
have been led to believe that all cases in 
which the pulmonary disease has progress- 
ed beyond the incipient stage present 
some degree of abnormality and_ that 
about 78% are non-tuberculous, (probably 
caused by coughing or clearing the throat), 
while the remaining about 22% are tuber- 
culous. I base this conclusion on the fact 
that of the 3000 cases, 654 had definite 
manifestations of the laryngeal lesion. 

SYMPTOMS:—In patients in whom no 
ulceration is present there is frequently a 
hacking cough which is probably caused 
by irritation in the larynx. When ulcera- 
tion is present, especially if it is situated 
in or immediately below the inter-ary- 
tenoid sulcus it May be the cause of cough, 
yet it is more likely that the constant 
coughing is a result of the disease in the 
lung. 

One of the earliest symptoms which is 
too often neglected or not considered, is 
a tiredness in the throat caused by too 
much talking. This may occur many times 
before the next subjective symptom oc- 
curs, Which is alteration of the voice, and 
which may manifest itself at first as 
only a little roughness of the vocal sound, 
but as the disease progresses, its char- 
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ness or even to a_ very 
hoarse note. During this 
period of hoarseness of the 
voice there may be attacks of aphonia of 
various duration and which may recur 
many times. Many patients give no heed 
to these symptoms until they begin to ex- 
perience the next symptom, which is pain 
in the larynx and which may radiate to the 
ear. This symptom may at first be only 
an uncomfortable feeling, that increases 
as the disease begins to attack certain 
areas in the larynx, until it becomes so 
exceedingly distressing that the patient 
would rather go without eating or drink- 
ing, than suffer the distress caused by the 
act of swallowing. 

OBJECTIVE SYMPTOMS:—The first im- 
pression that one usuaily gets when ex- 
amining the larynx of a patient suffering 
with pulmonary tuberculosis is that it is 
moderately or exceedingly red in color or 
that it is very pale, neither of which con- 
ditions is in itself indicative of tubercu- 
losis in the larynx. The varying shades of 
redness may be produced by many other 
factors and the paleness is usually of 
anaemic origin. In regard to these two 
signs their weight of evidence should de- 
pend upon the stage of the disease. 

Apart from any change in color the 
first objective sign is an infiltration of 
the mucous membrane which may be uni- 
lateral or bilateral and may begin in any 
part of the organ, and extend until the 
whole larynx becomes involved. At this 
stage of the disease the color is sometimes 
quite red, yet in some cases it may be pale 
due to a general anaemia. If infiltration or 
swelling is allowed to continue it may in- 
crease until edema occurs which may in- 
volve a large part of the larynx and be- 
come so extensive that vision below the 
arytenoids is impossible, and the patient 
may have great difficulty in breathing, 
even to a point where tracheotomy may 
be required. (Hence the importance of 
early diagnosis and treatment). 
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Ulceration does not take place until the 
tubercle appears at or near the surface of 
the mucous membrane, where it breaks 
down, spreads and by coalescence with 
others goes on until the ulceration may 
include large areas of the larynx. If a 
single ulcer has developed and proper 
treatment is instituted at once the prog- 
nosis as to a cure is very much better than 
when the case is allowed to progress until 
large areas are involved. In general an 
ulcer in the larynx appears with irregular, 
poorly defined edges, and is of a grayish 
color. On the vocal cord the ulcer begins 
as a small reddish spot (a developing 
tubercle) whieh breaks down and with 
others may give the appearance of a 
“mouse-eaten” cord. 

DIAGNOSIS :—In cases where the laryn- 
geal disease is in its incipiency it is not 
always possible to make an accurate di- 
agnosis at once, but laryngeal tuberculosis 
being almost invariably, if not always, 
secondary to the pulmonary disease, when 
suspected should be treated as such unless 
the condition in the larynx gives positive 
evidence of some other disease such as sy- 
philis or a malignant lesion or inflamma- 
tion due to some other ascertainable cause. 

When the disease has advanced to the 
stage of edema or ulceration the diagno- 
sis usually may be made readily, though 
the possibility of a mixed lesion should al- 
ways be borne in mind. In any event the 
history of the case coupled with the pres- 
ence of tuberculosis in the lungs will re- 
move the difficulty of making a correct 
diagnosis in most cases. 


TREATMENT :—The treatment of laryn- 
geal tuberculosis may be either medical or 
surgical. In the incipient cases local ap- 
plications will be all that is required in a 
large number. In all cases whether inci- 
pient or advanced rest of the muscles of 
the larynx should be insisted upon. Modi- 
fication of this statement may be left to 
the judgment of the laryngologist who 
may feel justified in allowing his patient 
to use a lip whisper, yet in most cases the 
prospect of cure will be better by putting 
the vocal cord at absolute rest and having 
the patient use a pencil and paper pad for 
making his desires known. 
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The local treatment may be carried on 
by the use of a cotton-tipped applicator or 
by instillation or by spray, and the remedy 
used should in most instances be in an oily 
vehicle in order to prevent production of 
cough. There have been many remedies 
used and for most of them their day has 
ended. There are two preparations, how- 
ever, that stand out from all the others, 
as being of very great value. The Burmese 
Chaulmoogra Oil is one of them. This oil 
may be used in any strength desired, 
either by swab or instillation, its use how- 
ever should at first be preceded by an ap- 
plication of cocaine (10%) and care 
should be used to be sure that the oil 
reaches the larynx and does not go into 
the stomach. It is a good: preparation to 
use in any stage of the disease. 

The second preparation of great value 
is Formalin of very mild strength. Many 
pharmacists confuse Formalin with For- 
maldehyde, which of course is inexcusable. 
A 10% solution of Formalin reduced to 
the required strength by a proper vehicle, 
even down to a one-half of one percent, 
may be put in the hands of the patient to 
use as a spray between professional treat- 
ments, with very pleasing results. 


HELIOTHERAPY :—In_ reflected light, 
either of the rays of the sun or the Ultra- 
Violet rays from the lamp, we have an 
aide of value in many cases, especially in 
the incipient and moderate stage, and 
some good reports have been given by 
those who make use of this agent. 

However, none of the measures men- 
tioned are wholly satisfactory, and if a 
patient suffering with laryngeal tubercu- 
losis is under treatment with any one of 
the remedies mentioned and does not show 
definite improvement in a_ reasonably 
short time, his life should not be held in 
jeopardy, but recourse to surgical treat- 
ment should at once be made. 

In the galvanocautery we have at our hand an 
agent that to all intents takes the place of all oth- 
er surgical measures that have heretofore been 
introduced for the curative treatment of this dis- 
ease, except in very exceptional and uncommon 


conditions. When properly used it gives great re- 
lief from pain in most cases. It is the surest 


means that we possess for overcoming the ulcer- 
ation and presents the greatest hope for a cure 
that we have. 
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The Surgical Treatment of 
Pulmonary Tuberculosis 


THE EVOLUTION of 


surgical methods to C. Matson, M.D., F.A.C.P., F.A.C.S. 


furnish added rest to 
the lung still remains 
the foremost advancement in the treat- 
ment of pulmonary tuberculosis. Through 
this intermedium, it is possible to retrieve 
many cases believed incurable because of 
extensive invasion of the disease. 

Obviously, routine sanatorium care 
alone is an insufficient combative measure 
for patients who have progressed to the 
stage of cavity formation, where the pos- 
sibility of infection to the opposite lung, 
throat, or intestines may render the case 
beyond all hope of reparation. The meth- 
ods of recognized merit for providing ad- 
ditional rest to the lung, aside from bed 
and postural rest, are included under “col- 
lapse therapy”—those of paramount im- 
portance being artificial pneumothorax, 
intrapleural pneumolysis, phrenic neurec- 
tomy and thoracoplasty. 


ARTIFICIAL PNEUMOTHORAX 


Artificial pneumothorax is the most 
universal method of compressing the lung, 
but owing to pleuritic adhesions, it is 
availing in less than one-half the cases 
where indicated. We have treated over 
1700 patients by this method during the 
past 25 years; these were comprised most- 
ly of stage III cases, of whom nearly 50 
per cent were rehabilitated. With the reg- 
ular sanatorium routine of care alone, 
probably not over 5 per cent would have 
recovered. 


INTRAPLEURAL PNEUMOLYSIS 


If pleuritic adhesions are hindering the 
lung collapse, the closed method (intra- 
pleural pneumolysis) of severing them 
should be considered, after a three to five 
months trial of artificial pneumothorax. 
I do not recommend the stretching of ad- 
hesions, as tears may result in spontane- 
ous pneumothorax and empyema. Empy- 
ema is also a very common complication of 
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lysis (open method), 
which I do not up- 
hold. 

Intrapleural pneumolysis, when prop- 
erly performed, is scarcely more discom- 
moding to the patient than aspirating fluid 
from the pleural cavity,—neither is it 
shocking, and it is seldom painful. Often 
a cavity that has been open for months 
(sometimes years) closes within a few 
weeks and expectoration ceases following 
this operation; hence, in many instances 
other more radical surgical procedures are 
unnecessary. For cutting adhesions we 
prefer the Bovie high-frequency unit, em- 
ployed according to my technic, which has 
been previously described at considerable 
length. By this method the incidence of 
empyema is less than 2 per cent, while it 
is approximately 20 per cent with the 
galvanocautery. 


In our series of 250 cases operated upon, 
approximately 60 per cent were technical- 
ly and clinically successful. The unsuccess- 
ful cases comprise those where adhesions 
were found unsuited for operation. 


Following operation, exudate will occur 
in the pleural cavity in about 3 per cent of 
the cases, and empyema in less than 2 per 
cent. We have had no deaths directly due 
to operation. 


PHRENIC NEURECTOMY (Phrenicotomy) 


When the surgeon is confronted with 
an unsuccessful pneumothorax and inop- 
erable adhesions, phrenic neurectomy 
should be undertaken. The phrenic nerve 
is exposed through a 2 cm. incision made 
above the clavicle in the subclavian tri- 
angle. It is sectioned and 8 to 10 cm. of 
the distal part extracted. The operation is 
performed under local anesthesia. 


Because of the ensuing paralysis follow- 
ing phrenic neurectomy, the diaphragm 
gradually rises into the chest, reducing 
the lung correspondingly in size; thus, 
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even apical cavities often close after this 
simple procedure. 

In our series of over 500 phrenic opera- 
tions, more than 15 per cent of cavity 
cases have healed, thus excluding more 
radical measures. The indications for 
phrenic neurectomy cannot be individual- 
ized in this publication, but the most im- 
portant ones are as follows: 

1. In pulmonary tuberculosis where 
artificial pneumothorax is indicated but 
introduction of air is thwarted by pleu- 
ritic adhesions. 

2. As an accessory to artificial pneu- 
mothorax where a suitable lung collapse is 
prevented by adhesions inappropriate for 
operation. 

3. In tuberculous empyema to reduce 
the size of the pleural cavity and lessen 
the area of infection. 

4. Asa preliminary to every thoraco- 
plasty to serve as a test of the soundness 
of the opposite lung, as well as to reduce 
the amount of rib necessary to be removed. 
Often a thoracoplasty is needless after 
this procedure, or, if necessary, the pa- 
tient is made a better surgical risk. Ordi- 
narily, three to five months should elapse 
after a phrenic neurectomy before a 
thoracoplasty is decided upon, as that 
length of time will determine its value. 


EXTRAPLEURAL THORACOPLASTY 


When the above measures to secure suf- 
ficient lung collapse have proved disap- 
pointing, a paravertebral extrapleural 
thoracoplasty should be considered. Next 
to artificial pneumothorax, it is the most 
valuable method of collapsing the lung; but 
contraindications for operation are more 
stringent for thoracoplasty than artificial 
pneumothorax. Poor surgical risk cases 
must be excluded; also, disease in the op- 
posite lung must be of minimum extent 
and absolutely quiescent or healed. 


In a unilateral pulmonary tuberculosis 
—preferably of the fibroid type, with or 
without cavity formation—thoracoplasty 
is indicated provided artificial pneumo- 
thorax and phrenic neurectomy have been 
given a trial and proved unsuccessful. 


Before operation, the patient is specially 
prepared, including the psychic prepara- 
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tion: he is assured that the operation is 
not dangerous, painful, nor mutilating 
when properly performed. 


The operation is, preferably, performed 
under light ethylene anesthesia, combined 
with local anesthesia. A complete thoraco- 
plasty must be done in two or more stages, 
depending upon the case. The ribs are 
sectioned close to the spine, and in some 
cases of limited upper lobe disease, the re- 
section of the upper five or six ribs only 
may suffice. If large cavities exist in the 
upper lobe, it is advisable to sever the 
anterior portions of the upper four or five 
ribs near the sternum, an incision being 
made from the axilla downward. Owing to 
the brief period required for osteogenesis, 
the second and, if necessary, subsequent 
operations should follow the first as soon 
as possible before this formation, as 
rigidity of the chest wall interferes with 
the collapse. To restore shoulder move- 


‘ment and prevent deformity, shoulder ex- 


ercise and rest in a thoracic hammock are 
carried out as soon as possible. Following 
operation, three months rest in bed is 
obligatory. The final outcome will depend 
greatly upon the after-care; therefore, it 
is essential that only nurses who under- 
stand both the medical and surgical treat- 
ment of tuberculous patients be in attend- 
ance. 


RESULTS 


In our series of 150 thoracoplasties, 
upon whom 355 operations have been per- 
formed, the total recovery was 66.1 per 


cent; the total dead, 21 per cent. But, 
only 1.53 per cent (2 cases) died from 
causes directly due to operation. Death in 
the other instances was caused by inter- 
current disease, progressive tuberculosis 
in the intestines, in the same lung, or, in 
some cases, in the opposite lung. 

I have previously stressed the prime 
importance of a background of experience 
and special training in tuberculosis before 
attempting these operations, but when 
that is attained, they are not difficult to 
execute and should be utilized to the limit 
of their indications. 
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The Place of the Sun in 


Treating Tuberculosis 


To AVOID any misunder- 


be definitely harmed by sun 


standing we should like to Cnarves S. Kipter, M. D. treatment. Technique, we dis- 


state that what we have to 


and covered was not the answer; 


say here regarding Heliothe- SamMurt H. Watson, M. D. although it is a most impor- 


rapy has to do wholly with 
Natural and not Artificial heliotherapy 
and it applies only to the direct use of the 
sun’s rays—not their indirect or reflect- 
ed use as occurs in so-called sky-shine ad- 
ministration or air baths. 

Our interest in heliotherapy was first 
awakened many years ago after some 
study of the work of the Danish physician 
Finsen and a personal knowledge of the 
work of Dr. J. W. Kime, an American 
physician, who started his valuable pioneer 
experiments in 1898. For some reason, 
which we are at a loss to explain, Dr. 
Kime’s work has never been properly ac- 
knowledged in medical literature. (1). It 
was, however, Rollier’s book “Die Helio- 
therapic der Tuberculose” published in 
1913, that gave impetus to our own work 
in heliotherapy. 

Although beginning the use of sun in the 
treatment of tuberculosis with caution, it 
did not require long to learn from experi- 
ence that heliotherapy held many complex 
problems not mentioned by Rollier or the 
other early workers. These complexities 
were especially marked in the extrapul- 
monary cases with pulmonary lesions and 
in the uncomplicated pulmonary cases. 
Having always under our care several 
hundred tuberculous patients, (with pul- 
monary cases greatly predominating) it 
has been possible to use sunlight in treat- 
ing practically every type of case for 20 
years. 

The value of this therapeutic agent was 
evident from the beginning; however, the 
harm that it could do to a patient was not 
entirely realized until sometime later. (2). 
As soon as the latter was realized, it was 
at once recognized what a big problem lay 
in differentiating between the patients 
who would be helped and those who would 
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tant factor in the successful 
use of the sun, after cases have been pro- 
perly selected. 

For some time this problem of selecting 
cases seemed unsolvable but finally a 
scheme was evolved which developed into 
a plan for the proper selection of cases 
which has been followed for many years 
with most satisfactory results. It is per- 
haps best shown in a chart—(See below). 
It might be said here that since this clas- 
sification of tuberculosis was evolved for 
heliotherapy—no essential change in it has 
been found necessary—except that fewer 
and fewer cases of the productive types 
of pulmonary tuberculosis have been given 
sun as the years have passed. 

Even in those cases where the sun can 
be of great value, it is in no sense a spe- 
cific cure for any manifestation of tuber- 
culosis. Rest, good food, and fresh air, 
are still the fundamentals in treating all 
forms of the disease; and the sun, where 
it should be used, is only a valuable ad- 
jutant. 


Not Used In Pulmonary Cases 


With reference to pulmonary patients 
who were given sun, these salient facts 
stand out: too often the treatment was 
detrimental, and only the constant vigil- 
ance of the doctor, employing both the 
stethoscope and the x-ray, and watching 
their general condition most carefully, 
enabled these patients to stop the treat- 
ment before being irreparably harmed. 
This situation frequently prevailed even 
when the sun was prescribed in very small 
doses with the most careful attention 
given to technique. The damage produced 
is sometimes so insidious and rapid that a 
patient can become seriously ill as a result 
of this treatment, even before it is real- 
ized. 
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As recently as 1928, we prescribed sun 
to occasional selected pulmonary cases of 
the productive type of tuberculosis. (3). 
Some years prior to that, a much higher 
percentage of such cases were getting 
sun. These cases were always carefully 
chosen, were always of the productive 
type and were always patients whose con- 
dition was not improving or stationary on 
ordinary methods, and to them the sun 
was administered with the utmost care in 
technique. Our more recent experience, 
however, has demonstrated to our satis- 
faction that the danger of heliotherapy 
even under these circumstances is too 
great'to justify its use and so now we have 
abandoned it. We feel, very decidedly, 
that the advantage to be gained in an oc- 
casional case is far outweighed by the 
danger and we now never use sun in any 
case of uncomplicated adult pulmonary 
tuberculosis. We have rather regretfully 
come to this conclusion after a careful 
analysis of our experience. 


Valuable in Extrapulmonary and 
Childhood Tuberculosis 


The benefits of heliotherapy in most 
forms of extrapulmonary tuberculosis are 
rather well known. With its use there is 
no longer need for many of the surgical 
operations formerly performed, as for 
instance laparotomy in tuberculosis of the 
peritoneum, radical removal of tubercu- 
lous glands of the neck, knee joint resec- 
tions, et cetera. Indeed, one can say that 
in tuberculous peritonitis heliotherapy 
seems to be almost a specific. This can 
also be said about quartz light therapy 
in tuberculous enteritis. 

Perhaps the most outstanding excep- 
tions to the general benefit of sun treat- 
ment in extrapulmonary tuberculosis are 
tuberculosis of the kidney, eye, middle ear 
and larynx. If tuberculosis of the kidney 
is discovered while the disease is still con- 
fined to one side a nephrectomy should be 
done at once in the great majority of cases 
to be followed by prolonged bed rest and 
heliotherapy. In cases of frank bilateral 
involvement of course no surgery can be 
done and the outlook is very bad under 
any treatment. However, an occasional 
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case seems to recover with prolonged bed 
rest and general heliotherapy—so it should 
be tried. In tuberculosis of the epididy- 
mis early surgical removal of the epididy- 
mis alone followed by heliotherapy is the 
method of choice. We believe best results 
in tuberculosis of the eye are obtained 
with tuberculin, having been convinced of 
this by the brilliant results obtained by 
Dr. Stark of El Paso, Texas, years ago. 
We have never seen any good results in 
tuberculosis of the middle ear from helio- 
therapy and do not use it any more. We 
are inclined to think that not enough 
surgery is done in this type of tubercu- 
losis and have been very much impressed 
with a recent paper on this subject by 
Irving Muskat. (4). After several years’ 
trial of heliotherapy in tuberculous laryn- 
gitis we have been impressed neither by 
its general or local use. 

In the surgical treatment of extrapul- 
monary tuberculosis it is too frequently 
the practice to depend on surgery alone 
to effect a clinical cure. We feel that when 
surgery is necessary, it should be com- 
bined with heliotherapy and other accep- 
ted therapeutic measures and never de- 
pended on alone, because tuberculosis of 
whatever tissue or organ is always only 
a local manifestation of a general condi- 
tion. 


In hilum tuberculosis—+so-called child- 
hood type—sunlight is practically always 
beneficial and usually effects a clinical 
cure when combined with proper rest. In 
this classification, however, we refer not 
to the primary complex or initial infection 
of tuberculosis in the lungs but rather to 
the smoldering infection in the tracheo- 
bronchial and hilar glands, which is sec- 
ondary to and often persists long after 
the primary infection is clinically healed. 
We have had no experience in using helio- 
therapy in the initial tuberculous infec- 
tion, believing that sunlight is contraindi- 
cated as long as there is any evidence of 
unhealed pulmonary lesions involving the 
parenchyma of the lung. 

The application of heliotherapy has been 
rather thoroughly discussed in a previous 
publication. (5). 
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Suffice it to say here that each case 
should be thoroughly individualized. Pa- 
tients’ reactions to sunlight differ quite 
as much as their physical appearances. 
Generally, however, blonds are much more 
susceptible than brunettes, and _ titian 
blonds are particularly sensitive. One of- 
ten despairs of ever obtaining an appre- 
ciable tanning of the skin in those having 
the fair skin accompanying hair with a 
reddish tinge. While the benefit of helio- 
therapy is not always proportionate to the 
degree of pigmentation resulting there- 
from, the result to be desired should al- 
ways be a marked tanning—burning of 
even the slightest degree is always to be 
avoided. 

For practical purposes as far as helio- 
therapy is concerned all tuberculosis can 
be classified as follows: 


Extrapulmonary 


Without pulmonary lesion Class 1 
With pulmonary lesion ....... 
Pulmonary (Infection of lungs and tra- 
cheobronchial glands) 
Proliferative: 
Childhood type (tracheobronchial 
Class 3 
Adult type (lungs) ......................,... Class 4 
Exudative Class 5 


he indications follow: 

Class 1—To use sun treatment in all cases. 

Class 2—To use sun treatment in all cases, but 
be careful to avoid reactions and be especially 
careful in exposing the chest. 

Class 3—To use sun treatment in all cases. 

Class 4—To not use sun treatment. Danger- 
ous—Benefit to be obtained does not justify risk 
of harm. 

Class 5—To never use sun treatment. 

Summary 

Heliotherapy is not indicated in all cases 
of tuberculosis. The majority of patients 
with this diséase should never use it. In 
general one may say direct sunlight is in- 
dicated in cases of extrapulmonary tuber- 
culosis and contraindicated in cases of 
pulmonary tuberculosis. It is not a sure 
cure for any type of tuberculosis, but is 
often, especially in some of the extrapul- 
monary cases, a very valuable—or even 
necessary—aid. Since it is not in itself a 
cure, it should never be used routinely or 
to the exclusion of the usual standard 
therapeutic measures of rest, fresh air 
and good food. 
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It should never be forgotten that the 
direct rays of the sun are extremely pow- 
erful, and that, carelessly administered, 
they can do great harm. Direct sunlight, 
in the same amount, affects patients dif- 
ferently—especially in the beginning of its 
use, than almost any other remedy with 
which we are familiar. It must be used, 
therefore, in every case, not according to 
any hard and fast rule, but according to 
the individual reaction. 

It is of the greatest value, and may be 
practiced with the least chance of doing 
harm in pure extrapulmonary tubercu- 
losis, that is, in the so-called surgical tu- 
berculosis without pulmonary lesion. It 
is of great value in extrapulmonary tuber- 
culosis with coincident pulmonary lesion; 
but in giving it here one must be far more 
careful than in the uncomplicated surg- 
ical type. 

It is of great value in hilum gland tu- 
berculosis, and in this type should inva- 
riably be used. 

It may be of some value in an occa- 
sional case of the proliferative type of 
pure pulmonary tuberculosis; but here it 
must be employed with the greatest cau- 
tion, lest it transform a favorable, sta- 
tionary, or healing lesion into a rapidly 
progressing and fatal one. Ordinarily the 
benefit to be expected from its use is too 
slight and the danger is too great to jus- 
tify the risk. 

It is never of value, and is usually ac- 
tually harmful, in the exudative type of 
pure pulmonary tuberculosis, as well as 
in all acute types; and in such cases, there- 
fore, it ought never to be used. 

Finally, whenever heliotherapy is used 
in tuberculosis the patient should always 
feel as well, or better, both during and 
after his sunbath; if he does not, it should 
be discontinued, for this means danger. 
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DISEASES OF THE CHEST 


Coexistence of Pulmonary Tuberculosis and 
Hyperthyroidism and Its Significance 


MY ATTENTION has _ been 
drawn to the coexistence of 
pulmonary tuberculosis and 
toxic goiter by the fact that 
in the past several years I have been 
struck by the increasing number of my 
tuberculous patients who have had a syn- 
chronous intoxication of the thyroid, and 
vice versa. 


As I delved into the recent literature, 
I found it exceedingly scanty, but with the 
opposite view that pulmonary tuberculosis 
and toxic goiter do not coexist, or rarely 
coexist, as a prevalent opinion. As I 
looked back over the literature of twenty 
years ago, especially European literature, 
I found my own views quite generally con- 
firmed. 


If we exclude symptoms directly refer- 
able to the lungs we find that these two 
diseases have essentially the same sym- 
tom complex; for instance, the cardiac 
disturbances, sweats, the lack of endur- 
ance, loss of weight, exophthalmos, psychic 
instability, tremor, nervous irritability, 
insomnia, gastro-intestinal disturbances, 
lymphocytosis, and even temperature. 
There is an interesting difference of opin- 
ion in the leterature on the temperature 
phase. One group including Moebius, 
says there is no fever in toxic goiter, while 
another large group insists that slight 
elevation of temperature may be present. 
In fact, Moebius and his school declare 
that if temperature is present in exoph- 
thalmic goiter there is a coexisting tuber- 
culosis. 


Steck (1), a European writer, in 1921 


pointed out that both diseases presented, 
many of the same symptoms; in fact, most. 


of the clinical symptoms were the same. 
He concluded that since both diseases have 
the same symptomatology, they both have 
the same etiology. He cited various animal 
experiments where the two diseases acted 
the same. He quoted Brandenstein (2) in 
this article, who even goes so far as to 


ARNOLD MINNIG, M. D. 
Denver, Colorado 


treat exophthalmic goiter with 
tuberculin with benefit. It is 
a curious thing, that before I 
had read this article, I had 
also administered tuberculin with benefit 
in a case of coexisting tuberculosis and 
exophthalmic goiter. 


We are all acquainted with the enlarge- 
ment of the thyroid in many acute infec- 
tions. This enlargement also occurs in ear- 
ly tuberculosis. Various writers have given 
this percentage as ranging from twenty 
to forty percent. In other words, this is 
a defense reaction and results in increased 
thyroid secretion. Why cannot we explain 
this process as a neutralization reaction? 
Nature does just this thing. 


Steck, quoted above, goes still further in 
explaining the similarity of the symptoms 
of the two diseases. He says that exoph- 
thalmic goiter is a special type or phase of 
tuberculous infection. After all, we do not 
know that Basedow’s disease is not due to 
some infection. 


One of the early writers on this subject 
was Bialokur (3), who in 1910 was the 
medical director of a large Red Cross tu- 
berculosis sanatorium in Yalta, Russia. 
He says that the coincidence of the two 
diseases is not as seldom as ordinarily 
considered, and reports fifty-five cases oc- 
curring in his institution. He even cites 
a particular type of individual who has 
both diseases present. This type is called 
the Bryson type for an American who 
first called attention to the tuberculous 
habitus in toxic goiters. Bialokur con- 
cludes that Basedow syptoms are often an 
expression of a tuberculous infection and 
that the treatment of Basedow’s disease 
reacts favorably in tuberculosis. 


Brandenstein (2), in an exhaustive arti- 
cle, found that twenty-eight and one-half 
percent of the women and twenty percent 
of the men had coexisting tuberculosis and 
thyroid intoxication. This is interesting 
when we compare these percentages with 
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those of Moebious, who found that two 
percent of all the sick had goiter. This 
would indicate that the tuberculosis are 
hypersusceptible to toxic goiter. She con- 
cludes that the frequent coincidence of tu- 
berculosis and exophthalmic goiter in a 
tuberculosis sanatorium is not an accident. 
She asks two questions; first, does thy- 
roiditis arise from an independent toxin 
or from the tubercle bacillus, and second, 
why do some tuberculous have goiter 
symptoms and others not at all? 

Saathoff (4), who is the head of a large 
neurological sanitarium in Germany, re- 
ports forty-five cases of toxic goiter in 
which only one was free from tuberculo- 
sis. Practically all of these made a favor- 
able recovery. Many cases reacted well to 
tuberculin treatment. He propounds the 
interesting question whether the increased 
libido in the early tuberculous might not 
be due to increased thyroid secretion. He 
found every tuberculosis relapse due to a 
concomitant exacerbation of goiter. He 
concluded that in every case oi toxic or 
suspicious goiter,/ tuberculosis should be 
considered. 

Sloan (5), an American writer with a 
wide surgical experience, feels that the 
rather frequent coexistence of tuberculosis 
and goiter is not sufficiently appreciated. 


Case Reports 

A. H., 32 years, came to me in June 
1920 with tuberculosis. Her mother died 
of tuberculosis at 86 years. Her father, a 
physician, died of angina pectoris at 61 
years. Otherwise the family history was 
unimportant. “The patient was _ never 
strong. She had infantile paralysis at 12 
years from which she fully recovered. Her 
chief complaint was weakness. Her weight 
was 99, temperature 99.2, blood pressure 
156/78 and pulse 100. She had plus 2 albu- 
min. Physical examination showed a few 
rales after cough over both apices. Rales 
over the left apex have persisted up to 
the present time (January 1933). With 
time the albumin disappeared. Pulmonary 
symptoms gave no difficulty after two 
years. Blood pressure rose to 170/94. Her 
basal metabolism in June 1926 was plus 
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20. She had a thyroidectomy performed 
in September 1931, but received practic- 
ally no benefit from this operation. She 
had one to two degrees of temperature 
practically the whole thirteen years since 
I first saw her. She has never cooperated 
very well, but she never had another 
breakdown from tuberculosis, which I at- 
tribute to the defensive toxic goiter. 

A. B., age 25 years, was first seen April 
1931. Family history was negative. She 
‘ame because of persistent cough. She has 
hay fever every summer, otherwise history 
was negative. Sputum was negative. After 
cough there were rales over the right apex. 
There were one or two degrees of fever 
which persisted for one year. There was 
a slight enlargement of the thyroid gland, 
but no symptoms developed until October 
1931, when her basal rate was found to be 
plus 38. Blood pressure was 154/60, pulse 
100. She had an appendectomy in Novem- 
ber 1931. She was put on rest, diet and 
medical treatment including Lugol’s, seda- 
tives and suprarenal extract, and an oc- 
casional dose of insulin. The insulin final- 
ly overcame the temperature when no 
other antipyretics were of any avail. The 
patient was totally disabled for one and 
one-half years, when she started to do 
light work. At this time the lung signs 
had cleared, temperature was normal, 
pulse 90, and basal rate was plus 7. She is 
still somewhat weak, but is improving and 
is working every day. 


Conclusions 


I am of the opinion that the coexistence 
of tuberculosis and toxic goiter is of much 
more common occurrence than is ordinari- 
ly believed. There should be a more gener- 
al use of the basal metabolism apparatus 
in the tuberculous. Every suspicious case 
of tuberculosis should have this test made, 
also every evident case. On the other hand, 
in every case of exophthalmic goiter tu- 
berculosis should be carefully eliminated. 
Greater attention to the thought that these 
two diseases occur together will prove to 
every student their more frequent coinci- 
dence. 

In most cases of early tuberculosis there 
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WHEN THE diagnosis of 
tuberculosis is made, the ques- 
tion at once arises whether 
the patient will take the cure 
at home or go to a sanatorium. In the 
post-war years there has developed a very 
definite tendency toward the “home treat- 
ment” of tuberculosis. This tendency has 
been intensified since 1929, the economic 
stringency proving a potent argument and 
one well-nigh unanswerable. 

Why such opposition to sanatorium 
treatment in tuberculosis? Why the argu- 
ment that the entire cure sums itself up 
in “bed-rest,” and the patient can do this 
just as well at home as away and in many 
instances‘far more comfortably ? Evident- 
ly the wish is father to the thought. 

The same line of reasoning does not 
present itself in the face of human ills of 
a different nature. An acute appendix 
requires hospitalization and no questions 
asked. But, it will be said, this is a surgi- 
cal condition and surgical conditions should 
be hospitalized. Granted, by all means. 
The implied corollary that medical cases 
should not be hospitalized does not, how- 
ever, hold true. All cases of diabetes 
should be hospitalized until their diet and, 
if necessary, insulin dosage are definitely 
stabilized. The arthritic often finds that a 
prolonged period of institutional control is 
beneficial. The case of lobar pneumonia, 
of gastric ulcer (treated medically), of 
congestive heart failure, of coronary dis- 
ease, of exophthalmic goitre; all these do 
best in a hospital. The nervous and mental 
case is recognized universally as being 
best treated in an institution which is run 
for the proper management of such pa- 
tient. Why does the individual the victim 
of tuberculosis, and why do his family and 
friends, so often fight against his entering 
an institution for the treatment of tu- 
berculosis? It is because “home _ treat- 
ment” is vaunted as “just as good’’—it 
is because tuberculosis is still in many 
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The Advantages of 
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quarters looked upon as a dis- 
grace rather than as a mis- 
fortune, and it is because 
people are fearful that enter- 
ing an institution for the treatment of 
this disease will forever brand them as 
“unclean.” It is high time that an intel- 
ligent citizenry cast such ideas, based on 
prejudice and penance, into limbo. 

What are the advantages of sanatorium 
treatment? 

First: The patient is placed under con- 
ditions which make it easy for him to take 
the cure. Everyone round about is doing 
the same thing at the same time. He has 
deliberately to step out of line to do the 
wrong thing; he is one of a number swim- 
ming with the tide instead of being, at 
home, the sole individual trying to follow 
out a regime that is foreign to all his as- 
sociates. 

Second: The patient is relieved from 
family and business worries. In the insti- 
tution, away from home, he cannot share 
the petty domestic worries which tend to 
crack a nervous system already taut from 
physical disease. The telephone is not at 
his elbow; the office cannot call up to ask 
this and that; business associates cannot 
drop in on the way home to discuss the 


happenings, for better or for worse, at: 


the place of business. It must be borne in 
mind that mental rest is just as important 
as physical rest in the management of the 
tuberculous; and that ofttimes an indi- 
vidual who is lying quietly in bed and 
obeying implicitly the letter of the law is 
disobeying the spirit thereof, because his 
mind is running like a mill-race due to 
the carping cares that he cannot set aside. 

Third: The patient is free from the 
gratuitous advice of well-meaning friends. 
At home, unless the invalid is acutely ill, 
they are bound to invade the sick-room 
and, with their kindly comments and criti- 
cisms, to kindle doubts and wonderings 
in the sick-man’s bosom—doubts which he 
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will pore over in the silent watches of the night 
and which will leave him querulous, unstrung and 
distrustful in the morning. 


Fourth: in the sanatorium, by association with 
nurses and with other patients, the newcomer 
will learn much about the disease that he can 
never acquire at home. It is a homely saying 
but a true one that “misery loves company;” 
people treading the same road toward the same 
goal like to walk in step—it helps! 

bifts li something goes wrong, such as a 
small, or even large, hemoptysis, the attendants 
in an institution are prepared and ready to deal 
with it promptly and properly, and by their very 
coolness and manner-ot-factness allay the natura! 
terrors of the patient. It must be remembered 
that there are but very few individuals who have 
the means at their command to enjoy the services 
of a private nurse over a period of months. 

Sixth: ‘The transition from health to invalidism 
is not so shocking. In the sanatorium illness is 
taken as a matter of course. Put to bed at home, 
the patient sees the parade of life—his parade— 
marching past his window while he is left staring 
after it, unable to participate. 

What are the disadvantages of the sanatorium? 
Really none that I can see. To be sure, there 
are certain individuals so constituted that they 
cannot (or more properly wll not) enter an in- 
stitution. Their decision, however, far from be- 
ing a snub at the institution, rather puts them on 
the defensive. The very rich and the very “per- 
snickety” will probably at all times determine to 
remain without the walls; but for the “run-of- 
mine” of patients, there is no better enviroment, 
no more stimulating entourage and no finer com- 
bination of all the forces making for recovery 
than those offered in a sanatorium where expert 
medical attention is available, and one run with 
a heart as well as with a head. Dr. Trudeau 
showed us this many years ago. Hundre ds have 
emulated his example. Tuberculosis is a disease 
from which one can recover; the sanatorium is 
the shell which the patient should inhabit in order 
to achieve the best results; and the combination 
of the devoted sanatorium personnel with the 
earnest cooperative patient provides the best 
combination for the return of health. 
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COEXISTENCE . (Continued from page 22) 
ure symptoms of toxic goiter, and when these are of 
mild degree they are attributed to tuberculosis. If the 
Basedow symptoms are marked in conjuction with tu- 


berculosis, the slight pulmonary involvement is at- 
tributed to bronchitis. 
In my experience these cases have all done well, I 


am interested in the explanation of this phenomenon, 
and am of the opinion that the tuberculous individual 
in the early stages, 1 and Il, who has a moderate en- 
largement of the thyroid, has a resultingly good defense 
reaction, 

Steck, quoted above, frequently sees tuberculesis ag- 
gravated after thyrvidectomy. 1 see no reason for thy- 
roidectomy When the modern medical treatment of toxic 
thyroid gives such brilliant results. soth tuberculosis 
und toxie gviter respond to the same treatment inter- 
changeably. 1 have found that tuberculin is of benefit 
in exophthalmic goiter. Sometimes the accompanying 
fever is most obstinate. I have found, where these two 
diseuses coexist, the fever is more refractory than in 
the ordinary case. The treatment is rest, but in one 
cuse on account of the small tuberculous involvement I 
was discouraged by the length of time it took to reduce 
the temperature. I was finally rewarded by giving only 
a half dozen small doses of insulin. 

The newer, non-surgical ways of treating exophthal- 
mic goiter by adding diet and suprarenal extract to the 
rest regime, have already been pointed out in a previous 
article (6). This is not only much more rational, but 
is bound to be the treatment of the future. Last, but 
not least, it eliminates an unsightly and unnecessary 
scar and avoids a surgical shock which is distinctly 
contraindicated always in pulmonary tuberculosis and 
often enough in exophthalmie goiter. 


One observation which I have made and which I have 
not seen mentioned anywhere, is in regard to the co- 
existence of advanced tuberculosis and toxic goiter. 
This is of infrequent occurrence, but when it does take 
place, in my experience, there is exhibited the most 
rapidly fatal type of infection I have ever seen. The 
defenses are broken down and no treatment is of avail. 


(1) Steck, H.—Recherches experimentales sur les 
relationes hypothetiques entre la maladie de Basedow et 
la tuberculose—Schweizerische medizinische Wochen- 
schrift No. 23, 1921. 

(2) Brandenstein, 
bei Lungentuberkulose, 
No. 39, 1912. 

(3) Bialokur, F. — Basedow — Symptome als 
Zeichen tuberkuloser Infektion und ihre Bedeutung 
fuer Diagnose und Therapie der Lungenschwindsucht— 
Zeitschrift fuer Tuberkulose XXI, No. 6, 1910. 

(4) Saathoff, L. — Thyreose und Tuberkulose, 
Muenchener medizinische Wochenschrift No. 5, 1913. 

(5) Sloan, E. P. — Tuberculosis and _ Goiter, 
Journal of the American Medical Association, June 18, 
927. 

(6) Minnig, Arnold — The Medical Treatment of 
Exophthalmie Goiter, Medical Journal and _ Record, 
January 4, 1933 
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LIBERTY, 


For fifty years a health center. 
1,600 feet. 


cialists in chest diseases. 


LIBERTY HEALTH COTTAGES 


NEW YORK 


Located in the Catskill Mountains. 
100 miles from New York City. 
rest cottages and nursing homes under supervision of the New York State 
Department of Health at rates ranging from $15.00 per week and up. 
of medical care and supervision ean be procured from physicians who are spe- 


Elevation 
Aecommodations can be obtained in 


The best 


D YON SAN N ATOR 1U IM so 


ARIZONA 


A Modern Sanatorium of limited capacity for the treatment and cure of respiratory 


diseases, arthritis and cardiac. 
comfort to summer residents. 


LEADING TUCSON 


Equipped with air-cooled rooms giving maximum 
Rates—$31.50 per week to $52.50 per week. 
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A modern and thoroughly-equipped institution Medical equipment is complete, with everything 
for the treatment of all forms of tuberculosis. used in the present day methods of diagnosis and tH 
i Beautiful accommodations for patients, including treatment. | 
i private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. i 
it 
Chest Clinic and Out-Patient Department, 1018 Mills Building | 
| i 
| HENDRICKS-LAWS SANATORIUM | 
ii EL PASO, TEXAS | 

| Cuas. M. HENDRICKS AND JAs. W. Laws, Medical Directors 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


For the Medical and Surgicl 
Treatment of Tuberculosis 


DR. LOUIS MARK, Medical Director 
677 N. High St., Columbus, O. 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. Tombaugh 
Resident Physician 


Graduate Nurses 


Where the science of treatment is first Beautiful Surroundings Reasonable Rates 


HELEN LEE SANATORIUM 


2725 East Thomas Road, Phoenix, Arizona 

The Helen Lee Sanatorium provides for the patient suffering from tuberculosis, scientific care combined with the homelike 
Y ser aa so necessary to the welfare of those who must spend months in an institution separated from friends and 
amily 

The Sanatorium is located three miles outside of Phoer!x, and is set in beautiful, spacious grounds, with an unobstructed 
view of old Camelback Mountain and Squaw Peak. The house has accommodations for eight patients in its attractive 
Screened porches with dressing rooms connected. 

A nourishing and varied balanced diet is served, with additions or restrictions according to physicians’ orders. 

The rates are reasonable, covering all expense except personal laundry, special drug prescriptions and doctors’ fees 

iach patient must be under the care of a physician in good standing.Miss Helen B. Flaws, R. N., Superintendent 


A Homelike Health Resori A modern, well equipped institution conducted by the Sisters of the Holy Cross 
from Notre Dame, Indiana . .. “A Home away from Home” located in the 


HOLY CROSS Health Zone of the nation, where every medical aid as well as the comfort and 
wholesome entertainment of the patients have been thoroughly considered . . 
~ Each room and ward adjoins a sleeping porch. Altitude 4330 feet. Water 99.99 
SANATORIUM per cent pure . .. Resident medical director and graduate nurses in daily at- 
tendance. Rates reasonable. 


DEMING, NEW MEXICO come AND MAKE A HAPPY CURE WHERE THE SUNSHINE’S ALWAYS SURE 
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SUNMOUNT SANATORIUM 


SANTA FE, NEW MEXICO tl 


For the Treatment of All Forms of Tuberculosis d 
Ideal ll yer rel climate Duilt in the Santa Fe style of architecture on 50 acres of ground just 
ide the inter . old Spanish city of Santa Fe All the charm of a high class resert hotel. Rooms 
\ | ned ithout private baths Known for over a quarter of a century for its ex- 
table Clinic nd X-Ray laboratories, heliotherapy, artificial pneumothorax p 
frer t $65 wet Looklet on request 
FRANK E. Mera, M. D., Medscal Directo si 
n 


The 


LONG SANATORIUM | r 
EL PASO, TEXAS E 


MODERNLY EQUIPPED 
FOR THE CARE AND it 
TREATMENT of TUBERCULOSIS t: 
IN ALL STAGES d 


Write for Descriptive Booklet 
A. D. LONG, M. D. J 


Rates $15.00 per week and up 


Nurses care and medical attention included Medical Director p 
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ti 

THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE ti 

~ L , 

St. Joseph Sanatorium and Vospital 2 
ALBUQUERQUE, NEW MEXICG t] 

The Most Beloved and Famous Institution of the Southwest fi 


ANSON REST HOME 


» 
regulate dad instituti a home atmos- The grounds are spacious with cactus and rose 
prhie Situated on an chew ition in the festricted gardens, palm and shade trees. 
1 of the city: it commands a view of mountains The rates are $20.00 to $42.00 per week and in- 
and desert clude medical attention by Dr. Samuel H. Watson, 
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ABSTRACTS 
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RINGER, DR. PAUL H: Diagnostic Points in 

Pulmonary Tuberculosis. Southern Medical 

Jour. Vol. 28 No. 2 Page 178. February, 1935. 

Ringer stresses the importance of “get- 
ting back to fundamentals” and empha- 
sizes the necessity for the profession to 
become more tuberculous minded and bet- 
ter qualified for early diagnosis, stating 
that 56% of a 300 series applying for 
treatment were in the third stage of the 
disease. 


Much of the delay in diagnosis is due to 
patients who go from two to six months 
with active symptoms before seeing a phy- 
sician. Too many who consult a physician 
early get a wrong diagnosis or no diag- 
nosis at all, with undue consideration to 
hemorrhage and cough. 


Ringer quotes Lawrason Brown’s apho- 
rism, “Symptoms tell what is happening.” 
He calls attention to the importance of 
careful history and painstaking inquiry 
into symptoms for the correction of mis- 
takes that are being made in the latter 
days. 


t\inger emphasizes the importance of 
repeated sputum examinations and the im- 
portance of repeated negatives. His state- 
ment that ex-rays reveal only differences 
in density and the importance of interpre- 
tation is modified by the clinical condi- 
tions of the person whose film is being 
studied. He calls attention to idiopathic 
sero-fibronous pleurisy in connection with 
the disease. He enjoins us to bear in mind 
four things if we would miss but a few 


cases, 
(1)—Think of tuberculosis as an ever- 
present possibility. 


(2)—Secure a careful history and an 
equally careful list of symptoms. 


(3)—Examine sputum. 


(4)—Take x-ray. 


This department is devoted to abstracts 
of articles carefully and judiciously 


selected by the Editorial Staff. 


ZANNELLI, Carlo: Illustration of a Case of 
Double Phrenic on Both Sides. Illustrazione 
di un case di doppio frenico, bilaterale) 
Lotta contro la tuberc. 4: 979. 

The author studies the anomalies of the 
phrenic nerves, of both origin and course, 
and describes the following case: In a 
right-sided pulmonary tuberculosis in 
which pneumothorax was unsuccessful be- 
cause of adhesions, right phrenicectomy 
was performed. The diaphragm rose and 
became immobile. The operation was fol- 
lowed by clinical improvement which last- 
ed two months. At that time tuberculosis 
spread appeared in the middle field of 
the left lung, and at the same time the 
right diaphragm was found to be perfect- 
ly mobile again. Pneumothorax was in- 
duced in the left side followed by phreni- 
cectomy on the same side. During the 
operation it was found that the phrenic 
was represented by two nervous branches 
of equal size, both situated in the anterior 
surface of the left scalenus anticus, which 
was avulsed. After a short time the right 
tuberculous lesion progressed, and a sec- 
ond right phrenicectomy was deemed ad- 
visable. At the operation a second phrenic 
trunk was discovered on the posterior sur- 
face of the scalenus anticus, which was 
avulsed. Both diaphragms became per- 
manently paralyzed. The author reports 
that this was the only case of bilateral 
double phrenic in 500 phrenicectomies. 


ELLISON, E. L. and McLAUGHLIN, CHAS: 
Post-operative Pulmonary Complications. 
Surg. Gynec. Obst. 55: 716. 

Postoperative pulmonary complications 
as to theories and etiology are discussed. 
Anesthesia was found to have little in- 
fluence on complications except in pro- 
longed anesthesia. 

Infections of the upper respiratory tract 
existing at the time of operation proved 
a definite factor in influencing postopera- 
tive complications. 
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Operations on the stomach, duodenum, 
jejunum, gall-bladder and appendix were 
most prone to be followed by pulmonary 
complications. Pulmonary complications 
with the highest mortality occurred be- 
tween twenty four and forty eight hours 
and between the months of November and 
March. 

These studies were based on a series of 
seven thousand three hundred and twenty 
six operations in which there were one 
hundred and twenty postoperative pulmo- 
nary complications with thirty nine 
deaths. In the above number of operations 
there were no gynocological, urological, 
neurosurgical or otolaryngological cases 
included. 

The main prophylatic measure discuss- 
ed was to make a rule never to operate 
when there existed upper respiratory in- 
fections only in dire emergencies. 

DR. P. B. MATZ: Effect of Intercurrent Dis- 
ease on Pulmonary Tuberculosis. U. S. Veter- 


ans Bureau, Medical Bulletin } 975-1088. 
Page 988. 


Matz shows that of 123 patients with 
pulmonary tuberculosis in whom there was 
an intercurrent respiratory disease, 20.33 
per cent were discharged with the disease 
arrested, apparently arrested or improved, 
while 74.79 per cent died. These figures 
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may be compared with those in 3,605 pa- 
tients with rutmonary tuberculosis and 
without respiratory complications, of 
whom 40.61 per cent were discharged with 
the disease arrested, apparently arrested 
or improved, and 50.40 died. Of 1,095 pa- 
tients with pulmonary tuberculosis with- 
out complicating intercurrent disease, 42 
.92 per cent were discharged with the dis- 
ease arrested, apparently arrested or im- 
proved, and 48.40 per cent died. The pa- 
tients with pulmonary tuberculosis with- 
out any complicating intercurrent disease 
received an average period of hospitaliza- 
tion of 246 days, and those with pulmo- 
nary tuberculosis with an intercurrent 
non-respiratory complicating disease had 
the longest period of hospitalization; 
namely, 266 days. 


Malaria and Tuberculosis. Journal of Tropical 
Medicine and Hygiene, London. 

Frieman records the observation that, 
in districts where malaria is endemic, pa- 
tients clinically free from signs of tuber- 
culosis, often after having contracted ma- 
laria, suddenly showed an acute tubercu- 
lous development. On the other hand, the 
consumptives with malarial infection gave 
exacerbations sometimes with a fatal ter- 
mination. 


constant attendance. 


PRICE SANATORIUM 


EL PASO, TEXAS 
Located in the foot-hills—Beautiful scenic background— ° 
Homelike atmosphere—Small private sanatorium where For 
individual attention is the key-word—AlIl rooms adjoin- — 
rite 


ing sun-porches—Moderate rates—Graduate nurse in 


2729 Porter Ave. 


E. D. Price, M.D. 


Physician in Charge 


Lnvitation 


Whether in Quest of Health or Rest the Sisters of Saint Joseph 
of Carondelet Will Welcome You to 


SAINT MARY'S SANATORIUM 


Tucson, Arizona 
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Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; ! 

asthma and other allergic diseases; asthenics and others who require | 

| Write for particulars rest and supervised medical care...An ideal all-year location. The || 

i rounds surrounding the Sanatorium are beautifull arked and add |i} 

i much to the contentment and happiness of patients. t 

SANATORIUM 

AND CLINIC | Close medical supervision. Rates reasonable. i 

F. M. POTTENGER, M. D............ Medical Director 

MONROVIA, CALIFORNIA J. E. POTTENGER, M. D..... Assistant Medical Director and Chief of Laboratory i 

a Leroy T. PETERSEN, M. D... 3 Assistant Physician and Roentgenologist H 

F. M. Porrencer, Jr., M. D., Assistant Physician 


=) 


BARFIELD SANATORIUM 
i In the ‘Delightful Sunshine of Tucson, Arizona | 


EXCELLENT ACCOMMODATIONS 


| Kar BARFIELD SAMUEL H. Watson, M. D. 


| 
Mangging Owner Medical Director | 
| 


Southwestern ALBUQUERQUE, 
NEW MEXICO 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
7 Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at Higher Rates. Write for Booklet. 


ST. ANTHONY’S SANATORIUM and HOSPITAL 


EAST A fully equipped Sanatorium for the treatment of pulmonary, 
LAS VEGAS gland, bone, joint and laryngeal tuberculosis. Rates $50.00 to 
NEW MEXICO $60.00 per month. Medical care extra. Operated by the ‘‘Sisters 
of Charity of Leavenworth, Kansas.”’ 


SOUTHERN SIERRAS SANATORIUM 
BANNING, CALIFORNIA 


Location, near but not directly on the desert (altitude 
2.400) combines best elements of desert and mountain 
climates ... A sustained reputation for satisfaction, both 
among physicians and patients .. . Send your next 
patient here, and you may be assured of his receiving 
maximum benefit, and of his full gratitude. 


Medical Director 
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AND ANSWERS 


QO. When should the fluid in a case of pleurisy 
vith effusion (tuberculous) be removed? 


_ A. Only when the following symptoms prevail: High 
fever, marked dysponea, impaired heart action. These 
symptoms may prevail at the outset and subside in a 
short time. In allowing the fluid to remain in the ab- 
sence of the severe symptoms above described, the 
patient will be materially benefitted. However, if the 
above symptoms prevail aspiration should not be delayed 
too long. 


QO. What is the most positive diagnostic sign in 
pulmonary tuberculosis? 
A. The presence of tubercle bacilli in the sputum. 


However, a positive diagnosis can be made without 
the presence of tubercle bacilli in the sputum by care- 
ful history taking, physical and x-ray examination. 


QO. What are the most important factors in the cure 
oy tul ert uli is? 

A. It was once thought that fresh air was the first 
most important, food second, and rest last. We now 
that the reverse order is correct, that is to say 


However, these three must 


realize 
rest first, and fresh air last. 
zo hand in hand. 


O. How mu of tnbercuiosts are there im the 


a AY tte 


A. The latest estimate gives one and one half million. 


O. Is tuberculosis more prevalent among whites or 


- A. Tuberculosis is four times as prevalent among 
negroes 


O. What are the classifications in pulmonary tuber- 

A. Minimal (incipient). Slight lesion limited to a 
small part of one or both lungs, no serious tuberculous 

plications. 

Moderately advanced. A \esion of one or both lungs, 
more widely distributed than under minimal, the extent 


of which may vary according to the severity of the dis- 
ease, from the equivalent of one third, the volume of 
one lung, to the equivalent of the volume of an entire 
lung with little or no evidence of cavity formation. 
No serious tuberculous complications. 

lesion more extensive than under 
Or definite evidence of marked 
Or serious tuberculous complications. 


Far advanced. A 
moderately advanced. 
cavity formation 


Oo} pul monary tuberculosi 


Zi mye fi mptom 


A 


a. (slight or none). Slight or no constitutional 
symptoms, 


including particular gastric or intestinal dis- 
or slight loss of weight, slight or no elevation 
of temperature ofr acceleration of pulse at any time 
during the 24 hours. Expectoration usually small in 
amount or absent. Tubercle bacilli may be present 
or absent 

b. (moderate). No marked impairment of function 
either local or constitutional. 

c. (severe). Marked impairment of function, local 
or constitutional. 
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O. When is a patient apparently cured? 


A. When all constitutional symptoms and expectora- 
tion with bacilli are absent for a period of two years 
under ordinary conditions of life. 


O. When is a patient termed arrested? 


A. When all constitutional symptoms and expectora- 
tion with bacilli are absent for a period of six months; 
physical signs to be those of a healed lesion; Roentgen 
findings to be compatible with physical signs. 


O. When is a patient quiescent? 


A. When there is an absence of all constitutional 
symptoms; expectoration and bacilli may or may not 
be present; physical signs and Roentgen findings to 
be those of a stationary or a retrogressive lesion; the 
foregoing conditions to have existed for at least two 
months. 


O. How long does it take for a patient to make a 
cure of pulmonary tuberculosis? 


A. This depends on many factors, but more specially 
on the stage of the disease. Early cases of pulmonary 
tuberculosis requiring only a few months with proper 
care while patients with cavitation require a much 
longer time. The attitude of the patient is a vital factor. 
Patients rarely arrive at a cure unless they give hearty 
cooperation by following the advice of the physician 
with reference to rest, exercise, food and general be- 
havior. 


Q. Is it Letter to take treatment for tuberculosis at 
home or in an institution? 

A. While it is possible to take care of persons at 
home, the most certain control of the patient occurs 
when he is in a suitable regulated institution. 


QO. Is pleurisy with effusion to be taken as definite 
evidence that the patient has pulmonary tuberculosis? 


A Pleurisy with effusion without other obvious 
causes, such as acute lobar pneumonia, acute bronchial 
influenza or trauma may be taken as definite evidence 
that the patient has pulmonary tuberculosis. However, 
this rule will not apply in dry pleurisy or pleural 
exudates or transudates due to cardiac, cardio-renal, or 
malignant disease. 


QO. What are the physical signs of the healed lesion? 


A. These physical signs may embrace every physical 
sien of infiltration and consolidation, with the excep- 
tion of rales. There are no certain criteria of a healed 
lesion and this answer has its exceptions. 


TO OUR READERS: 
. « « « « « Feel free to send us 
your queries. The Editorial Staff of 
DISEASES OF THE CHEST will be 


pleased to give them due consideration. 
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